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bone, and stretching from it, two Assures could be felt. The child, was at first very 
well, but afterwards became emaciated, and died when eighteen days old. At 
the post-mortem, at the seat of the eephahematoma. the periosteum was found 
separated from the bone, having effused blood beneath it, and a fissure, pene¬ 
trating through the whole substance of the bone, was found extending If inches 
in length, from near the middle of the sagittal suture to the right parietal tuber¬ 
osity—the middle of the fissure being the site of the eephahematoma. On the inner 
surface of the cranium an internal eephahematoma exactly corresponded to the 
external one. The cranial bones were moderately firm. There was no extra¬ 
vasation on the surface of the brain, but both it and its membranes were highly 
hypcrsemic. 

2. Alwine E., aged 21, having already borne a child, was seized with weak 
labour-pains whic.li had only lasted two hours and a half, when, while she was on 
her way to the Institution, the child suddenly fell on the pavement. The funis was 
torn through at its middle, and at first there was considerable hemorrhage. The 
child, though full-timed, did not weigh much more than five pounds. A fissure 
was plainly felt stretching from the tuber parietale towards tlie sagittal suture, 
and having at its termination a slight depression of the bone. The fissure and 
depression were less perceptible as the child grew up, and at the age of six 
weeks could no longer be felt. 

3. W. S., aged 26, having already had a child, was so suddenly delivered of a 
child in the Institution that it fell upon the wooden floor. The very gelatinous 
funis was torn through so closely to the umbilicus that it was ligatured once only 
with difficulty. No bleeding had occurred. The child died on the eighth day 
from phlebitis umbilicalis; but neither the skull nor the brain exhibited any 
signs of injury. 

4. Ernestine M., a primipara. aged 22. had had only ten pains, of which but 
four were severe, when the child suddenly fell on the floor. It was a small one, 
and quite healthy, and exhibited no signs of injury on the head. The funis was 
tom at five or six iuches from the umbilicus, but no bleeding ensued, although 
it remained ten minutes untied. 

In the two cases in which fissure of the cranium existed, the fissure took, as 
P. Weber says it always does, the direction of the osseous fibres from the centre 
of ossification towards a suture. In the first case death could not be referred 
to the injury, as the child, living eighteen days after its occurrence, died of 
atrophy, without having exhibited any cerebral symptoms—the cerebral hyper- 
mmia found after death being frequently met with in new-born infants. All the 
children were small, but in one of the cases the mother had a contracted pelvis. 
Med. T. and Gaz., Sept.l, 1860, from Monatsscliriftfur Geburtskuncle, July, 1860. 

33. On the Doctrine of William Hunter in regard to Retroversion or Retro¬ 
flexion of the Gravid Uterus. —Dr. W. Taylor Smith read an interesting paper 
on this subject before the Obstetrical Society of London (Nov. 7, 1860). After 
giving an account of the way in which our knowledge of this displacement of the 
uterus has been acquired, and the opinions of ancient and modern authors, but 
particularly of William Hunter, upon this subject. Dr. Tvler Smith proceeded to 
lay down his own views, and especially to dispute the Hunterian doctrine that 
the chief and exciting cause of complete retroversion is retention of urine and 
distension of the bladder. He then went on to say: “My own attention became 
specially directed to the subject of retroversion of the gravid uterus in the 
following manner. I attended a lady—a patient of Sir llanald Martin—who, in 
the unimpregnated state, suffered from complete retroversion or retroflexion. 
She left this country, with the uterus retroverted, to join her husband in India. 
She soon became pregnant, and went the full time. The question suggested 
itself to me—What was the condition of the uterus in this case after impregna¬ 
tion occurred? And I resolved to take any opportunities which might occur to 
me of answering it. I have now seen a considerable number of cases in which 
the retroverted uterus has become impregnated, and have carefully watched the 
progress of gestation under these circumstances. The result has been a convic¬ 
tion that the most common cause of retroversion of the gravid uterus is not to 
be found iu the state of the pelvis, or the condition of the bladder, but in the 
occurrence of impregnation in the retroverted uterus, and iu the tendency of the 
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organ thus impregnated to grow and develop itself during the earl}' months of 
pregnancy, in the retroverted or retroflexed position. When an ovum is depo¬ 
sited in the retroverted uterus, the enlargement of the organ causes a greater 
sense of weight and pressure in the pelvis than ordinary pregnancy. The os 
uteri approaches the pubis, and the fundus projects towards the hollow of the 
sacrum. The fundus is found to enlarge considerably when examined from time 
to time by the finger. At length, unless the pelvis is of very large size, the 
bladder and rectum are pressed upon so as to interfere with their functions, and 
difficult micturition and defecation, especially the former, are the results. Owing 
to the retention of the gravid uterus within the pelvis, there is little or no increase 
in the size of the abdomen. There is usually a great amount of pain and discom¬ 
fort in the lower part of the back, and the sympathetic affections of pregnancy 
are frequently more severe than usual. Abortion very frequently occurs from 
the mechanical irritation of the uterus.” After making some further general 
observations to prove the strength of his argument, l)r. Tyler Smith proceeds 
to say: “In conclusion, I may observe that it seems to me the great use of the 
knowledge of the mode in which retroversion of the gravid uterus occurs will be 
in the prevention of the full retroversion—or strangulation, ns I have ventured 
to term it—of the gravid uterus in the pelvis. As long as retroversion was 
supposed to take place suddenly and mysteriously, little could be done to avert 
it; but if. as I believe, the displacement dates from the very beginning of preg¬ 
nancy, in the great majority of cases, we may do much by position, and attention 
to the bowels and bladder, to prevent any dangerous symptoms; and, aware of 
the condition of the uterus beforehand, we shall be more ready to give prompt 
mechanical assistance when it becomes necessary to pass the hand into the 
vagina to carry the fundus above tiie brim. When retroversion lias existed in 
early pregnancy, but has been relieved spontaneously or otherwise by the ascent 
of the fundus, labour takes place without any unusual difficulty. We ought, 
however, in the management of the puerperal state, to endeavour to prevent a 
return of the uterine displacement. The occurrence of pregnancy is rather 
favourable than otherwise to the cure of retroversion. In the latter months of 
pregnancy the foetus acts as an intra-uterinc pessary; the organ is strengthened, 
and in the return of the uterus to the size of the unimpregnated state by the 
process of involution we have a better chance of curing retroversion than under 
any other circumstances. The abdominal bandage should not be tight enough 
to force the uterus into the pelvis. The patient should be encouraged to lie on 
her right or left side, inclining to the prone position, but avoiding recumbency. 
The bladder should be frequently relieved, and any violent straining during defe¬ 
cation avoided. She should remain in bed or on a couch longer than usual, and 
before resuming her ordinary duties the condition of the uterus should be ascer¬ 
tained; and if any tendency to a return of retroversion exists, an air-pessary 
should be worn in the vagina as long as may be necessary to insure a right 
position to the uterus. Several other cases of retroversion of the unimpregnated 
uterus, followed by retroversion in the gravid state, have fallen under my ob¬ 
servation, besides those related in the present paper; but as they would only be 
a repetition of those already detailed, I will not trouble the Society with the 
particulars of them. What has happened in my own practice must necessarily 
have occurred in that of others; and probably it is only necessary that the 
matter should be understood, for the production of a number of well-authenti¬ 
cated cases of the same kind by those engaged in obstetric practice. 1 must 
norv leave it to the Society to decide whether the facts and observations which 
have been adduced do not prove that the Hunterian theory of gravid retroversion 
is no longer tenable; and whether we must not in future look upon retroversion 
of the unimpregnated state, which is well known to be a common affection, 
frequently admitting of impregnation, as the principal cause of retroversion of 
the gravid organ. In raising this discussion. I would yield to no one in veneration 
for the name of William Hunter, as being undoubtedly one of the greatest and most 
honoured names in obstetric science.”— Med. Times and Gaz., Nov. 17, 1800. 

34. New Sign of Post-partum Detachment of the Placenta. By Jonx Clay, 
Senior Professor of Midwifery in (Jueen’s College, Birmingham.—The rules usu¬ 
ally given in obstetric manuals and text-books for the management of the placenta 



